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Hippocrates described the importance of patient compli-
ance over 2000 years ago, but the issue continues to
generate intense debate [1]. Dictionary definitions often
disregard the evolution of language, but definitions in
science and medicine are constantly changing. New and
modified terminology is needed to capture and commu-
nicate emerging ideas, practices and discoveries. The
issue of compliance, adherence and concordance is a
case in point.

Concordance is not synonymous with either compli-
ance or adherence. Concordance does not refer to a
patient’s medicine-taking behaviour, but rather the nature
of the interaction between clinician and patient. It is
based on the notion that consultations between clinicians
and patients are a negotiation between equals [2]. How
individual patients value the risks and benefits of a par-
ticular medicine may differ from the value assigned by
their clinicians [3]. In adopting a concordant approach
clinicians should respect the rights of patients to decide
whether or not to take prescribed medicines. The aim of
concordance is the establishment of a therapeutic alliance
between the clinician and patient. Concordance is syn-
onymous with patient-centred care. Nonconcordance
may occur if a therapeutic partnership is not established
and therefore may denote failure of the interaction.

In contrast, compliance and adherence relate to the
medicine-taking behaviour of the patient. Compliance
and adherence can be estimated using prescription
claims records, pharmacy dispensing data, validated
survey instruments or electric pill counters, as well as
direct measures such as serum drug levels [4]. However,
concordance can not. There are still no accepted, valid
and reliable tools to measure concordance. While
Aronson correctly points to the lack of evidence for

improved health outcomes following concordant inter-
actions, research suggests many patients do wish to be
involved in decision making about their own treatment
regimens [5]. This is particularly true in the field of
psychiatry, where many patients may receive only
minimal information about their prescribed medicines
[6, 7], but may also apply to patients receiving long-term
therapy for somatic diseases [8].

Just like Hippocrates, most clinicians recognize
the importance of good adherence. In the case of the
81-year-old lady with worsening heart failure, the author
attributed non-adherence to the ‘very simple’ cause of
morning diuresis. However, understanding the reasons
for non-adherence is not always so simple. Patient-
related reasons for non-adherence may include forgetful-
ness, the decision to omit doses, lack of information and
emotional factors [4]. Clinician-related reasons may
include prescription of complex regimens, failing to
explain the benefits and side-effects of treatment, not
giving consideration to a patient’s lifestyle or the cost of
medicines, and having a poor therapeutic relationship
with the patient. Most traditional methods of assessing
medicine taking do so quantitatively, and provide little
insight into the reasons for non-adherence. These
methods may lead clinicians to attribute non-adherence to
patient-related reasons. Greater use of qualitative re-
search techniques may reveal that the reasons for non-
adherence also lie in the way clinicians work and the
healthcare system operates. Use of a concordant appr-
oach in clinical practice may be one mechanism by which
non-adherence can be better understood and addressed.
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Time to abandon the term ‘patient concordance’
J. K. Aronson
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Originally, the definition of concordance ‘impl[ied] that
the prescriber and patient should come to an agreement
about the regimen that the patient will take’, as I wrote in
my recent editorial [1]. I also pointed out that compli-
ance can mean ‘Accord, concord, agreement; amicable
relations (between parties)’, which seems to me to be in
concord with this definition of concordance. This may
partly explain the confusion between these terms,
reflected in the titles of some publications, in which
‘concordance’ is used as a synonym for ‘compliance’ or
‘adherence’ [2–4].

In fact, the definition of concordance has shifted since
it was first invented. The original definition was ‘an
agreement reached after negotiation between a patient
and a health care professional that respects the beliefs
and wishes of the patient in determining whether, when
and how medicines are to be taken’ [5]. However, as I
argue below, a negotiated agreement is not relevant to
the interaction between a clinician and a patient, and the
focus of concordance has therefore shifted from the con-
sultation to how to communicate with and support the
patient [5], which are relevant.

Bell et al. also suggest that a consultation between a
clinician and a patient is a negotiation [6]. It is not, as
those who regularly treat patients know.

A 55-year-old man suddenly develops crushing ret-
rosternal chest pain while mowing his lawn. The pain
radiates to his neck and jaw and down his left arm. He
has tingling in the fingers of his left hand and a feeling
of impending doom. An electrocardiogram shows wide-
spread ST segment elevation in the anterior leads, with Q
waves and T wave inversion, and his serum troponin
concentration is markedly raised. I tell him that he has
had a heart attack and explain why I have reached that
conclusion and how it has probably happened. There is
no negotiation. The diagnosis is definitive – take it or
leave it. If he does not accept the diagnosis he can, if he
wants, consult another clinician. But whether he agrees
or not, he has had a heart attack. Had the diagnosis been
less clear, doubts could have been discussed and further
investigations suggested, but there would still be no
negotiation. He can refuse further investigations if he
prefers, but no amount of agreement or disagreement
will alter the circumstances.

Now I suggest to him that thrombolytic therapy is
likely to be beneficial, since there is good evidence that
he will benefit from such treatment and that the potential
benefit will outweigh the potential harm. Again there is
no negotiation. He can refuse the treatment, but he
cannot, for example, negotiate for a delay while he goes
home to finish some work, or for treatment with only
half the recommended dose, or for a tablet instead of an
injection. I have a responsibility to tell him about the
benefits and harms and the balance between them,
couching my explanations in terms that he will under-
stand, and giving him the opportunity to ask questions.
His responsibility is to decide whether the treatment is
acceptable to him and to tell me in good time (since the
longer he waits the less effective the treatment will be).
If he accepts the treatment I have the further responsi-
bility to administer it properly, to monitor its effects and
to take further necessary actions, explaining each step.
In a discussion with him about resuscitation in the event
of a cardiac arrest I would follow his wishes; in that case
the position is reversed – I would not want to negotiate
otherwise.

A search of Pubmed for papers whose titles include
the word ‘concordance’ yields about 1300 results, well
over 95% of which are nothing to do with agreement
between clinicians and patients. They use the term in the
sense of correspondence. For example ‘physician and
patient gender concordance’ means that the physician
and patient are of the same sex [7]. Similarly, ‘patient–
physician racial and ethnic concordance’ means that they
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are of the same race or ethnic origin [8]. ‘Language
concordance’ is the use and understanding of the same
language [9]. In all these and other cases [10–12] the
correspondence is perfect. However, clinicians’ views
about therapy can never be perfectly concordant with
those of patients. As Bell et al. put it, ‘How individual
patients value the risks and benefits of a particular medi-
cine may differ from the value assigned by their clini-
cians’ [6]; indeed, such a difference generally occurs.
The best that can be hoped for is that the clinician
explains clearly and advises appropriately and the
patient decides whether to accept the advice and to
adhere to the proffered therapy, with suitable support
from the clinician, or to reject the advice, either outright
or by subsequent non-adherence (adherence not always
being beneficial).

Concordance has become a shibboleth that has been
accepted uncritically in certain quarters in the absence of
evidence of its benefits and harms and of the balance
between them. Authors do not write about testing the
concept of concordance. They write about achieving
concordance [13], promoting it [14], improving it [15],
enhancing it [4], even when they admit at the same time
that supportive evidence of benefit is rare [13] and
although doubts about its benefits have been expressed
and possible harms mentioned [16].

What evidence there is, is limited. Take ‘concordance
therapy’, for example. A search of Pubmed for the term
yields four references, of which three are interventional
studies:

• in the management of akathisia mental health nurses
can, it is suggested, ‘safely prescribe psychiatric medi-
cation in combination with concordance therapy’ [17]

• in 19 patients, for whom antidepressants had been
prescribed, concordance therapy was said to be
‘acceptable and feasible’ and the authors concluded
that it ‘show[ed] sufficient promise of efficacy to
justify an adequately powered R[andomized]
C[ontrolled] T[rial]’ [18]

• in 10 subjects with bipolar I disorder, of whom eight
had concordance therapy, there were small improve-
ments in attitudes towards lithium and in self-reported
adherence [19].

There is no evidence on the possible harms of such
therapies. Some of the types of research on concordance
that are desirable have been mentioned in a thoughtful
review [5], and the National Institute for Health and
Clinical Excellence in the UK is conducting a critical
appraisal of the evidence on shared decision making,
although the report is not expected until December 2008
[20].

Not all patients want to be more involved in decisions
about their management. In a study of 344 patients with
rheumatoid arthritis, 78% thought that patients should
feel free to make everyday decisions about medical prob-
lems, but 75% thought that doctors should make impor-
tant decisions and >50% thought that patients should go
along with doctors’ decisions even if they disagreed with
them [21]. On the other hand, many patients want more
information – in the same study, significantly more
patients wanted information than wanted to be involved
in making decisions. However, up to 80% of information
given to patients during medical consultations is forgot-
ten at once, and almost half of what is remembered is
remembered incorrectly [22]; measures to improve this
would be welcome. More education of clinicians in the
practical aspects of prescribing is also desirable [23].

The word of choice to describe a patient’s medicine-
taking behaviour is ‘adherence’ [5]. The word ‘concor-
dance’, when used to imply a negotiated agreement
between prescriber and patient, is misleading and inac-
curate. It was invented with excellent intentions [24]
but has failed to live up to expectations. We should
ditch it and talk instead about what really matters to
patients in their conversations with health care profes-
sionals – the quality of communication and support
that they receive.
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